Cardiopulmonary resuscitation practices in the Netherlands: results from a nationwide survey by Schluep, M. et al.
RESEARCH ARTICLE Open Access
Cardiopulmonary resuscitation practices in
the Netherlands: results from a nationwide
survey
Marc Schluep1* , Geertje Johanna Catharina van Limpt1, Robert Jan Stolker1, Sanne Elisabeth Hoeks1
and Henrik Endeman2
Abstract
Background: Survival rates after in-hospital cardiac arrest are low and vary across hospitals. The ERC guidelines
state that more research is needed to explore factors that could influence survival. Research into the role of
cardiopulmonary resuscitation (CPR) practices is scarce. The goal of this survey is to gain information about CPR
practices among hospitals in the Netherlands.
Methods: A survey was distributed to all Dutch hospital organizations (n = 77). Items investigated were general
hospital characteristics, pre-, peri- and post-resuscitation care. Characteristics were stratified by hospital teaching
status.
Results: Out of 77 hospital organizations, 71 (92%) responded to the survey, representing 99 locations. Hospitals
were divided into three categories: university hospitals (8%), teaching hospitals (64%) and non-teaching hospitals
(28%). Of all locations, 96% used the most recent guidelines for Advanced Life Support and 91% reported the
availability of a Rapid Response System. Training frequencies varied from twice a year in 41% and once a year in
53% of hospital locations. The role of CPR team leader and airway manager is most often fulfilled by (resident)
anaesthetists in university hospitals (63%), by emergency department professionals in teaching hospitals (43%) and
by intensive care professionals in non-teaching hospitals (72%). The role of airway manager is most often attributed
to (resident) anaesthetists in university hospitals (100%), and to intensive care professionals in teaching (82%) and
non-teaching hospitals (79%).
Conclusion: The majority of Dutch hospitals follow the ERC guidelines but there are differences in the presence of
an ALS certified physician, intensity of training and participation of medical specialties in the fulfilment of roles
within the CPR-team.
Keywords: Resuscitation care, Cardiopulmonary resuscitation, In-hospital cardiac arrest, Advanced life support, CPR
practices
Background
In-hospital cardiac arrest (IHCA) is a major adverse
event for hospitalized patients with a reported inci-
dence of 1.6/1000 admissions in European countries
[1]. Cardiopulmonary resuscitation (CPR) is started to
restore circulation, but survival rates are low and vary
across various countries and hospitals [2–4]. Recent
guidelines call for research on long-term and patient-
centred outcomes, as well as strategies to help im-
prove survival of IHCA [5, 6]. Much research is done
on early recognition of patients at risk for IHCA and
post-resuscitation care. The role of resuscitation prac-
tices itself and inter-hospital differences is far less ex-
amined, but is a growing focus in current research
[7–9].
Survival after out-of-hospital cardiac arrest is rela-
tively high in the Netherlands and we have learned
from large cohort studies that optimisation of pre-
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hospital resuscitation care leads to higher survival
[10]. The current European Resuscitation Council
guidelines have several recommendations with regard
to life support training of healthcare workers and
strategies for prevention of cardiac arrest through
Rapid Response Teams (RRT) [6]. Previous studies
have demonstrated that quality characteristics such as
team training and adherence to Advanced Life Sup-
port (ALS) guidelines are related to a higher survival
probability for patients [9]. Furthermore hospital
characteristics like teaching status, size and urban lo-
cation are associated with differences in mortality
after IHCA [11–15]. Knowledge about CPR practices
might be useful for further research to optimise the
chain of survival for IHCA.
The Resuscitation Outcome in the Netherlands (ROU-
TiNE) project is a nationwide initiative aimed at describ-
ing outcome of IHCA. Part of this project is a survey on
CPR characteristics focussed on use of guidelines, train-
ing and organisation in Dutch hospitals. The goal of this
survey is to describe the current resuscitation practices
in the Netherlands.
Methods
Study population
A total of 77 Dutch hospital organizations with inpatient
care facilities were identified in October 2017 by check-
ing the report of the Dutch Hospitals Association (NVZ)
on recent hospital mergers and acquisitions. In the
Netherlands some hospitals are part of a larger organisa-
tion, but consist of different locations with independent
facilities.
Measures and data collection
A letter was sent to each board of directors to inform
them about this study and to announce our survey.
We acquired contact information of the local resusci-
tation coordinator or CPR committee chairperson via
the database of the Dutch Association of Resuscita-
tion Team Coordinators (NVCR) or by calling the
hospital directly. A web-based survey was distributed
to all Dutch hospital organizations from October
2017 to February 2018. The survey was completed by
the resuscitation coordinator, a designated medical
specialist or a CPR committee chairperson. Respon-
dents were asked to fill out the survey for each hos-
pital location with inpatient care facilities within their
organization. Queries were performed for discrepan-
cies and missing values and completed through re-
minder mailings.
The survey was developed based on literature [11]
and contributions by CPR experts from in and out-
side the Erasmus University Medical Centre. Several
multidisciplinary meetings were held in which we
consulted with anaesthetists, cardiologists, intensive
care specialists, a nurse resuscitation officer and an
epidemiologist. No specific predesigned survey instru-
ment was available, therefore we created our own
short-form questionnaire focussed on CPR practices
as reported by the designated specialists. Before its
acquisition period, a pilot was held by the participants
of the ROUTINE study (n = 18) to test clarity and
comprehensiveness. Only minor adjustments were
made to improve legibility.
This nationwide survey samples resuscitation prac-
tices with the goal of providing insights of resuscita-
tion protocols at the institute. As no patient related
data have been collected a formal IRB approval or
waiver was not required to perform this survey. The
online survey was built in LimeSurvey and included
63 items on 4 categories: general hospital characteris-
tics, pre-, peri- and post-resuscitation care. We used
dichotomous, multiple choice or multiple response
questions for each item. Teaching hospitals were de-
fined as providing medical specialty (registrar) train-
ing for at least two clinical specialties with an
inpatient care facility, acknowledged by the Medical
Specialist Registration Committee (RGS). Hospital
geographic locations (i.e. metropolitan area, urban
area, rural area) were determined by using the data-
base of the Netherlands Environmental Assessment
Agency (PBL).
Pre-resuscitation care involved preventive measures
such as a Rapid Response Systems (RRS) and
mandatory DNR-counselling upon admission. An RRS
consists of an afferent component, also known as the
track-and-trigger system, and an efferent component,
the Rapid Response Team (RRT). Peri-resuscitation
care was regarded as care provided when cardiac ar-
rest had occurred and pertains to team constitutions,
training level and frequency and guideline adherence.
A multiple response question with more than one an-
swer per participant was provided to indicate all pos-
sible CPR team members and their roles, as we
assumed that roles are interchangeable and often de-
pend on local agreements, the moment and location
of the resuscitation. RRT or CPR team members were
presented by medical specialty and by professional
level. Professional level is divided in three groups:
medical specialists, residents and nurses/paramedics,
wherein residents also include house officers. Ques-
tions about post-resuscitation care pertained mainly
to treatment strategies, intensive care availability and
temperature management. Intensive care units are di-
vided into three levels according to the National
Dutch Intensive Care Guidelines. A summary of the
specifications of intensive care levels can be found in
Additional file 1: Appendix 1.
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Statistical analysis
All data were descriptive and presented as absolute
numbers and percentages. For each variable with
missing answers the number of respondents is men-
tioned at the sub header and the percentage is given
relative to the available answers. Data are presented
stratified by hospital teaching status; university hospi-
tals, teaching hospitals and non-teaching hospitals.
Analysis was done for hospital locations, unless other-
wise stated.
Ethical considerations
This research does not include any patients. Questions were
distributed among colleagues from other hospitals in the
Netherlands. All respondents consented to participation and
publication of the results. No specific legislation applies.
Results
Of the 77 hospital organisations, 71 (92%) hospital orga-
nisations responded to the survey. These hospitals repre-
sent 99 hospital locations.
General hospital characteristics
Of the 99 hospital locations, 8 (8%) were university hos-
pital locations, 63 (64%) were teaching hospitals and 28
(28%) were non-teaching hospitals. Table 1 shows the
hospital characteristics. All university hospital locations
had a level 3 Intensive Care Units (ICU), ICU’s of teach-
ing hospital locations were mostly level 2 units (59%)
and ICUs of non-teaching hospital locations were mostly
classified as level 1 (75%). Of all hospital locations, 80
(81%) locations reported having a Coronary Care Unit
(CCU). At organizational level, 29 (41%) hospital organi-
zations reported having the ability to perform
Table 1 Hospital characteristics
Hospital location level na (%) University locations (n = 8) Teaching locations (n = 63) Non-teaching locations (n = 28) Total locations (n = 99)
Hospital size
< 300 beds 0 25 (39.7) 21 (75.0) 46 (46.5)
300–600 beds 1 (12.5) 30 (47.6) 7 (25.0) 38 (38.4)
> 600 beds 7 (87.5) 8 (12.7) 0 15 (15.2)
Location
Metropolitan area 4 (50.0) 24 (38.1) 9 (32.1) 37 (37.4)
Urban area 4 (50.0) 28 (44.4) 3 (10.7) 35 (35.4)
Rural area 0 11 (17.5) 16 (57.1) 27 (27.3)
Availability
Mobile Cardiac Telemetry 8 (100) 50 (79.4) 24 (85.7) 82 (82.8)
Coronary Care Unit 8 (100) 48 (76.2) 24 (85.7) 80 (80.8)
Medium Care or High Care 8 (100) 29 (46.0) 6 (21.4) 43 (43.3)
Intensive Care Unit 8 (100) 49 (77.8) 24 (85.7) 81 (81.8)
Level 1 0 7/49 (14.3) 18/24 (75.0) 24/81 (29.6)
Level 2 0 29/49 (59.2) 5/24 (20.8) 34/81 (42.0)
Level 3 8/8 (100) 13/49 (26.5) 1/24 (4.2) 22/81 (27.2)
Emergency Room 8 (100) 53 (84.1) 25 (89.3) 86 (86.8)
24/7 8/8 (100) 49/53 (92.5) 24/25 (96.0) 81/86 (94.2)
Daytime + evening 0 2/53 (3.8) 1/25 (4.0) 3/86 (3.5)
Daytime 0 2/53 (3.8) 0 2/86 (2.3)
Hospital organisational level University organizations (n = 8) Teaching organizations
(n = 39)
Non-teaching organizations
(n = 24)
Total organizations
(n = 71)
Availability
Trauma Centre 8 (100) 3 (7.7) 0 11 (15.5)
Abdominal aortic surgery 8 (100) 31 (79.5) 12 (50.0) 51 (71.8)
Neurosurgery 8 (100) 9 (23.1) 0 17 (23.9)
Thoracic surgery 8 (100) 8 (20.5) 0 16 (22.5)
Interventional Cardiac Cath. 8 (100) 20 (51.3) 1 (4.2) 29 (40.8)
aIn case of missing values or other denominator than all hospitals, the denominator is given
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interventional cardiac catheterization and 16 (23%) re-
ported having the ability to perform thoracic surgery.
Pre-resuscitation care
Table 2 provides an overview of the characteristics of
the pre- and peri-resuscitation care across the different
hospital types. DNR-counselling upon admission was re-
ported as mandatory in 88 (89%) of all hospital locations.
Most locations reported having an RRS (91%), of which
one hospital reported an RRS without the use of the ef-
ferent component, an RRT. The Modified Early Warning
System (MEWS) was the most frequently used track-
and-trace system in university hospital locations (71%),
while the Early Warning Score (EWS) was reported to
be most used in teaching and non-teaching hospitals. It
has to be stated that the term EWS can be used in the
Netherlands for both using the old (binary) EWS, but
also for the MEWS. In 55 (65%) hospital locations the
Table 2 Pre- and peri-resuscitation care characteristics
Hospital location level
na (%)
University locations (n = 8) Teaching locations
(n = 63)
Non-teaching locations
(n = 28)
Total locations
n = 99)
Pre-arrest variables
Mandatory DNR-counselling upon admission 8 (100) 57 (90.5) 23 (82.1) 88 (88.9)
Rapid Response System available 7 (87.5) 55/61 (90.2) 25/27 (92.6) 87/96 (90.6)
Type of Rapid Response System
EWS 2/7 (28.6) 33/55 (60.0) 16/25 (64.0) 51/87 (58.6)
MEWS 5/7 (71.4) 13/55 (23.6) 8/25 (32.0) 26/87 (29.9)
NEWS 0 2/55 (3.6) 1/25 (4.0) 3/87 (3.4)
Own scoring system 0 5/55 (9.1) 0 5/87 (5.7)
Number of team members RRT
2 persons 6/6 (100) 34/54 (62.9) 15/25 (60.0) 55/85 (64.7)
3 persons 0 15/54 (27.8) 9/25 (36.0) 23/85 (27.1)
4 persons 0 2/54 (3.7) 1/25 (4.0) 3/85 (3.5)
Peri-arrest variables
ERC/NRR 2015 Guidelines 8 (100) 60 (95.2) 27 (96.4) 95 (96.0)
Availability Medical Doctor with ALS certificate
24/7 8 (100) 37/62 (59.7) 11 (39.3) 56/98 (57.1)
Daytime + evening 0 4/62 (6.5) 3 (10.7) 7/98 (7.1)
Daytime 0 3/62 (4.8) 0 3/98 (3.1)
No strict regulations 0 12/62 (19.4) 10 (35.7) 22/98 (22.4)
No doctor with ALS certificate 0 6/62 (9.7) 4 (14.3) 10/98 (10.2)
Training frequency
Twice a year 2 (25.0) 26 (41.3) 13 (46.4) 41 (41.4)
Once a year 4 (50.0) 35 (55.5) 13 (46.4) 52 (52.5)
Less than once a year 2 (25.0) 2 (3.2) 2 (7.1) 6 (6.1)
Transthoracic echo use during CPR 7 (87.5) 35/62 (56.5) 17 (60.7) 59/98 (60.2)
Performed by (resident) cardiologist 7/7 (100) 26/35 (74.3) 14/17 (82.4) 47/59 (79.7)
Mechanical CPR use during CPR 5 (62.5) 23 (36.5) 12 (42.9) 39 (39.4)
LUCAS 2/5 (40.0) 15/23 (65.2) 9/12 (75.0) 27/39 (66.7)
AutoPulse 2/5 (40.0) 6/23 (26.1) 3/12 (25.0) 11/39 (28.2)
Team size
< 4 persons 2 (25.0) 10/59 (16.9) 5/26 (19.2) 17/93 (18.3)
4 persons 3 (37.5) 17/59 (28.8) 3/26 (11.5) 23/93 (24.7)
> 4 persons 3 (37.5) 32/59 (54.2) 18/26 (69.2) 53/93 (57.0)
aIn case of missing values or other denominator than all hospitals, the denominator is given. DNR Do Not Resuscitate, (M/N)EWS (Modified/National) Early Warning
System, RRT Rapid Response Team, ERC European Resuscitation Council, NRR Dutch resuscitation council, ALS Advanced Life Support, CPR Cardiopulmonary
Resuscitation, LUCAS Lund University Cardiopulmonary Assist System
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RRT consisted of two persons. More details about pre-
resuscitation care can be found in Additional file 1:
Table S4.
Peri-resuscitation care
The second portion of Table 2 summarizes the equip-
ment, structure and organization of peri-resuscitation
care across all responding hospital locations and Fig. 1
shows the distribution of these characteristics by hos-
pital type. Ninety-five (96%) hospital locations reported
following the 2015 ERC guidelines. All university hos-
pital locations reported an ALS certified medical doctor
available in the team 24/7. In teaching and non-teaching
hospital locations this was the case in 37 (60%) and 11
(40%) locations respectively. A total of 22 (22%) hospital
locations reported the availability of an ALS certified
medical doctor as not strictly regulated in their hospital
and 10 (10%) locations reported not having ALS certified
medical doctors employed.
Training frequencies of the CPR team members varied
across the hospital locations with 41 (41%) training twice
a year, 52 (53%) training once a year and 6 (6%) hospitals
training less than once a year. Teaching and non-
teaching hospital locations reported to offer CPR
Fig. 1 Resuscitation characteristics by hospital level. ERC, European resuscitation counsel; ALS, advanced life support; CPR,
cardiopulmonary resuscitation
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training with a minimal of twice a year (41 and 46% re-
spectively) more often in comparison with university
hospitals (25%). Transthoracic echo use during CPR is
reported by 59 (60%) of all hospital locations, performed
mainly by a cardiologist or resident cardiology (80%).
CPR teams consisted of minimal five team members in
three (38%) university hospital locations, 32 (54%) teach-
ing hospital locations and 18 (69%) non-teaching hos-
pital locations.
The absolute frequency distribution of team leader,
airway manager and circulation manager roles are
shown in Fig. 2 (by level of profession) and Fig. 3
(by medical specialty) and specified in Additional file
1: Table S5. In teaching hospital locations, residents
were reported more often as fulfilling the role of
team leader during CPR than medical specialists
(80% versus 67%). In university hospital locations
(resident) anaesthetists were most often mentioned
(in 63% of the cases), when in teaching hospital loca-
tions this role assignment was more often attributed
to intensive care (36%), emergency care (43%) cardi-
ology (39%) and internal medicine (34%). In non-
teaching hospital locations, physicians from the in-
tensive care and emergency department were identi-
fied most often (71 and 82% respectively) as being
team leader during CPR. This pattern was also seen
for the role of airway manager. All respondents of the
university hospital locations identified the (resident)
anaesthetist as airway manager, while teaching and
non-teaching hospital locations identified the intensive
care physician mostly (82 and 79% respectively) as re-
sponsible for this role.
Fig. 2 Constitution CPR teams by level of profession. Role in CPR team (1 = Team leader, 2 = Airway man., 3 = Circulation manager)
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Discussion
This nationwide survey covering 92% of all Dutch hos-
pital organizations shows that CPR practices differ be-
tween hospitals. Although almost all hospital locations
reported following the most current European guidelines
for ALS, there are differences between hospitals in CPR
training frequencies, the availability of ALS certified
medical doctors during day and night and constitution
of the CPR teams.
The current European Resuscitation Council Guide-
lines recommend a CPR (re) training more than once
a year, because ALS knowledge and skills deteriorate
within 6 to 12 months after ALS training [6, 16]. Pre-
vious studies showed improved survival from IHCA
when the responding emergency team included ALS-
trained individuals [17–19]. In our study, 94% of all
hospital locations report that CPR team members
received routine resuscitation training, but only 57%
of all hospitals reported round the clock availability
of an ALS certified medical doctor. Ten per cent re-
ported not having ALS certified medical doctors
employed, although we do not know if other training
was provided.
The importance of CPR practices have not yet been
fully elicited, however a recent publication finds that
top-performing hospitals with regard to survival rates
after IHCA show several common practices [9]. The first
is a formally organized team composed of members
from diverse disciplines. These members had delineated
roles and responsibilities. They speak of strong commu-
nication, leadership and a focus on training and educa-
tion. In our own study these features are clearly
depicted. All responding hospitals have a designated
CPR team. In general there is no formal organization of
Fig. 3 Constitution CPR teams by medical specialty. CPR roles are displayed below
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CPR teams, however they always consist of medical pro-
fessionals (residents or specialists) who are trained a
field of acute care. As this was not a qualitative study,
we cannot make statements about strong communica-
tion. We can state that training and education is mostly
according to ERC guidelines and 94% of hospitals train
their personnel at least once a year.
In previous self-reported survey studies, conducted in
2009 and 2015 in the US, Germany, Austria and
Switzerland, only 52–62% of hospitals reported offering
routine training for CPR team members [20, 21]. An-
other survey in the UK showed that 49% of junior doc-
tors participating in CPR team not had ALS training,
but would like to do so. These differences with our find-
ings may be due to the fact that surveys of Siebig et al.
and Morgan et al. were anonymous [21, 22]. Further-
more, the routine use of resuscitation officers in the
Netherlands may contribute to this difference. This is in
line with the survey of Edelson, who stated that less than
half of the responding hospitals reported the presence of
a resuscitation officer, which is correlated with routine
CPR training [20]. Our study shows that CPR teams
trained more than once a year in 41% of the cases, which
is in line with our neighbouring countries [21].
Our results showed that CPR team physicians con-
sisted of cardiologists, anaesthetists, intensivists and
physicians from the emergency department. A German
survey from 2009 reported that 80% of the physicians in
the resuscitation team worked on an intensive care. Fur-
thermore they reported that 55% of the physicians in the
CPR team had a specialist qualification [21]. A survey
conducted in the UK, reported the team leader is in 73–
82% of cases represented by an emergency consultant
[23]. In the present study we found comparable results:
in the roles of team leader, airway manager and circula-
tion manager the participation of residents and medical
specialist was almost equally distributed. When stratified
by hospital type, residents were most often participating
in CPR teams in university hospitals and least often in
non-teaching hospitals. This corresponds with findings
of Edelson et al. [20]. An exploratory study showed that
junior physicians are competent overall in managing re-
suscitation attempts but partly failed in the role of team
leader [24]. We found a relatively low number of anaes-
thetists performing airway management. This finding
should be elicited by the fact that intensive care medi-
cine in the Netherlands is performed by anaesthetists or
internists with a focus in ICU-medicine, Based on local
protocol airway management service is therefore pro-
vided by either the department of anaesthesia or the
ICU. The total number of team members per CPR team
in our survey is comparable with results reported by
Porter el al., who stated resuscitation teams consisted in
64–69% of cases of four to six members [23].
In our study, 91% of the responding hospital locations
reported to have a Rapid Response System (RRS) in
place, which is in line with previous Dutch studies and
also with findings of a survey in the US [20, 25]. How-
ever, in 2008, the implementation of RRS was mandated
by the Dutch government. Reasons for not having an
RRS implemented yet are unclear.
Strengths and limitations
A limited amount of studies has investigated and de-
scribed in-hospital CPR care. A key strength of our
study is that, to our knowledge, this is the first Dutch
survey of in-hospital practices that covers pre-, peri- and
post-resuscitation care. We obtained a high response
rate. However, it has to be taken in account that we
gathered data through a non-anonymous self-report
method, which could have negatively influenced the reli-
ability of our data. Thereby, the questions mainly pertain
to mandatory characteristics, which could have led to a
risk of reporting bias and answers based on organisa-
tional policy instead of actual practice. We assessed
availability of an ALS-certified physician during day- and
night-time rather than the round the clock variance in
team constitution. We presumed this to be a proxy of
team training level. Lastly, one of the previously identi-
fied predictors of better outcome could not be obtained
from this survey, i.e. debriefings after CPR attempts [11,
26]. The reason is that this is mostly not documented.
This was a descriptive study and we did not investigate
survival rates or other patient related outcomes. We
conclude there is some variability across hospitals in the
Netherlands. Protocol adherence and training frequen-
cies are adequate. We aim to combine these data with
our survival figures from the Resuscitation Outcomes in
the Netherlands – project to better assess factors that
influence survival.
Conclusion
The majority of Dutch hospitals follow the ERC guide-
lines but there are differences in the presence of an ALS
certified physician, intensity of training and participation
of medical specialties in the fulfilment of roles within
the CPR-team. Knowledge on resuscitation practices and
learning from best practice can be useful in improving
CPR quality and can be of interest in future research.
Additional file
Additional file 1: Appendix 1. Specifications of Intensive Care levels
according to the National Dutch Intensive Care guideline 2006 [21,37].
Table S4 Pre- and post-resuscitation care characteristics (cont’d). *In
case of missing values or other denominator than all hospitals, the
denominator is given. Table S5 Roles of resuscitation team participants.
*In case of missing values or other denominator than all hospitals, the
denominator is given. (DOCX 33 kb)
Schluep et al. BMC Health Services Research          (2019) 19:333 Page 8 of 10
Abbreviations
ALS: Advanced Life Support; CCU: Coronary/cardiac care unit;
CPR: Cardiopulmonary Resuscitation; DNR: Do Not Resuscitate; ERC: European
Resuscitation Council; EWS: Early Warning System; ICU: Intensive Care Unit;
IHCA: In-Hospital Cardiac Arrest; NVCR: Nederlandse Vereniging voor
(intramurale) Coördinatoren Reanimatie; NVZ: Nederlandse Vereniging van
Ziekenhuizen; PBL: PlanBureau voor de Leefomgeving;
ROUTINE: Resuscitation Outcomes in the Netherlands; RRS: Rapid Response
System; RRT: Rapid Response Team
Acknowledgements
We would like to thank all participants for their help in achieving such a
high response rate, especially all ROUTINE study partners. Furthermore we
would like to thank the NVCR for providing contact information and the
Netherlands Environmental Assessment Agency (PBL) for providing
geographical data.
Authors’ contributions
All authors contributed to this manuscript. The idea was created by MS,
together with SH, HE and RJS. GvL distributed the questionnaire and
performed data analysis together with MS and SH. All authors have read and
approved the manuscript.
Funding
The study was funded by departmental funds, and supported by a small
contribution from an unrestricted grant from the European Society of
Anaesthesiology (ESA) and AirLLiquide (€250). These funds have been used
to give out giftcards (€25) as a reward for ten respondents. Both ESA and Air
Liquide did not have any role in the design or analysis of this study.
Availability of data and materials
The dataset from this study is freely available from the corresponding author
upon request.
Ethics approval and consent to participate
This nationwide physician survey samples resuscitation practices with the
goal of providing insights of resuscitation protocols at the physician institute.
As no patient related data have been collected a formal IRB approval or
waiver was not required to perform this survey. No Dutch legislation on
human research is applicable to this type of research. This research does not
meet any criteria for the Dutch Research in Human Subjects Acts (WMO).
The survey has been conducted in accordance with privacy legislation (AVG)
and ethical guidelines.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1Department of Anaesthesia, Erasmus University Medical Centre, P.O. Box
2040, 3000CA Rotterdam, the Netherlands. 2Department of Intensive Care
Medicine, Erasmus University Medical Centre, Rotterdam, the Netherlands.
Received: 4 April 2019 Accepted: 17 May 2019
References
1. Nolan JP, Ornato JP, Parr MJA, Perkins GD, Soar J. Resuscitation highlights in
2014. Resuscitation. 2015;89(C):A1–6. https://doi.org/10.1016/j.resuscitation.
2015.01.027.
2. Fennessy G, Hilton A, Radford S, Bellomo R, Jones D. The epidemiology of
in-hospital cardiac arrests in Australia and New Zealand. Intern Med J. 2016.
https://doi.org/10.1111/imj.13039.
3. Radeschi G, Mina A, Berta G, Fassiola A, Roasio A, Urso F, et al. Incidence
and outcome of in-hospital cardiac arrest in Italy: a multicentre
observational study in the Piedmont region. Resuscitation. 2017;119:48–55.
https://doi.org/10.1016/j.resuscitation.2017.06.020.
4. Schluep M, Gravesteijn BY, Stolker RJ, Endeman H, Hoeks SE. One-year
survival after in-hospital cardiac arrest: a systematic review and meta-
analysis. Resuscitation; 2018. https://doi.org/10.1016/J.RESUSCITATION.2018.
09.001.
5. Institute of Medicine (U.S.). Committee on the Treatment of Cardiac Arrest:
Current Status and Future Directions, Graham R, McCoy MA, Schultz AM,
Workshop on the Treatment of Cardiac Arrest: Current Status and Future
Directions (1st : 2014 : Washington DC., Workshop on the Treatment of
Cardiac Arrest: Current Status and Future Directions (2nd : 2014 : Seattle W.,
et al. Strategies to improve cardiac arrest survival : a time to act.
6. Greif R, Lockey AS, Conaghan P, Lippert A, De Vries W, Monsieurs KG, et al.
European resuscitation council guidelines for resuscitation 2015. Section 10.
Education and implementation of resuscitation. Resuscitation. 2015;95:288–
301.
7. Sinha SS, Chen LM, Nallamothu BK. Survival by the fittest: hospital-level
variation in quality of resuscitation care. J Am Heart Assoc. 2014;3:1–3.
8. Chan PS. Hospital variation in time to defibrillation after in-hospital cardiac
arrest. Arch Intern Med. 2009;169:1265.
9. Nallamothu BK, Guetterman TC, Harrod M, Kellenberg JE, Lehrich JL, Kronick
SL, et al. How do resuscitation teams at top-performing hospitals for in-
hospital cardiac arrest succeed? Circulation. 2018;138:154–63. https://doi.
org/10.1161/CIRCULATIONAHA.118.033674.
10. Boyce LW, Vliet Vlieland TPM, Bosch J, Wolterbeek R, Volker G, van Exel HJ,
et al. High survival rate of 43% in out-of-hospital cardiac arrest patients in
an optimised chain of survival. Neth Hear J. 2015;23:20–5. https://doi.org/10.
1007/s12471-014-0617-x.
11. Chan PS, Krein SL, Tang F, Iwashyna TJ, Harrod M, Kennedy M, et al.
Resuscitation practices associated with survival after in-hospital cardiac
arrest: a Nationwide survey. JAMA Cardiol. 2016;1:189–97.
12. McEvoy MD, Field LC, Moore HE, Smalley JC, Nietert PJ, Scarbrough SH. The
effect of adherence to ACLS protocols on survival of event in the setting of
in-hospital cardiac arrest. Resuscitation. 2014;85:82–7. https://doi.org/10.
1016/j.resuscitation.2013.09.019.
13. Merchant RM, Berg RA, Yang L, Becker LB, Groeneveld PW, Chan PS, et al.
Hospital variation in survival after in-hospital cardiac arrest. J Am Heart
Assoc. 2014;3:1–8.
14. Beiser DG, Carr GE, Edelson DP, Peberdy MA, Hoek TL. Derangements in blood
glucose following initial resuscitation from in-hospital cardiac arrest: a report
from the national registry of cardiopulmonary resuscitation. Resuscitation.
2009;80:624–30. https://doi.org/10.1016/j.resuscitation.2009.02.011.
15. Chen LM, Nallamothu BK, Krumholz HM, Spertus JA, Tang F, Chan PS.
Association between a hospital’s quality performance for in-hospital cardiac
arrest and common medical conditions. Circ Cardiovasc Qual Outcomes.
2013;6:700–7.
16. Hinduja A, Gupta H, Yang JD, Onteddu S. Hypoxic ischemic brain injury
following in hospital cardiac arrest - lessons from autopsy. J Forensic Legal
Med. 2014;23:84–6. https://doi.org/10.1016/j.jflm.2014.02.003.
17. Sodhi K, Shrivastava A, Singla M. Impact of advanced cardiac life support
training program on the outcome of cardiopulmonary resuscitation in a
tertiary care hospital. Indian J Crit Care Med. 2011;15:209.
18. Miguel Antonio Moretti, Antonio Machado Cesar L, Nusbacher A, Kern
KB, Timerman S, Antonio Franchini Ramires J. Advanced cardiac life
support training improves long-term survival from in-hospital cardiac
arrest.
19. Dane FC, Russell-Lindgren KS, Parish DC, Durham MD, Brown TD. In-hospital
resuscitation: association between ACLS training and survival to discharge.
Resuscitation. 2000;47:83–7.
20. Edelson DP, Yuen TC, Mancini ME, Davis DP, Hunt EA, Miller JA, et al.
Hospital cardiac arrest resuscitation practice in the United States: a
nationally representative survey. J Hosp Med. 2014;9:353–7.
21. Siebig S, Kues S, Klebl F, Brünnler T, Rockmann F, Schölmerich J, et al.
Cardiac arrest: composition of resuscitation teams and training techniques:
results of a hospital survey in German-speaking countries. Dtsch Arztebl Int.
2009;106:65–70.
22. Morgan R, Westmoreland C. Survey of junior hospital doctors’ attitudes to
cardiopulmonary resuscitation.
23. Porter JE, Cooper SJ, Taylor B. Emergency resuscitation team roles: what
constitutes a team and who’s looking after the family? J Nurs Educ Pract.
2013;4:124–32.
24. Høyer Bjerre C, Christensen EF, Eika B. Junior physician skill and behaviour in
resuscitation: a simulation study. Resuscitation. 2009.
25. Ludikhuize J, Borgert M, Binnekade J, Subbe C, Dongelmans D, Goossens A.
Standardized measurement of the modified early warning score results in
Schluep et al. BMC Health Services Research          (2019) 19:333 Page 9 of 10
enhanced implementation of a rapid response system: a quasi-experimental
study. Resuscitation. 2014;85:676–82. https://doi.org/10.1016/j.resuscitation.
2014.02.009.
26. Couper K, Kimani PK, Chilwan M, Cooke MW, Davies RP, Field RA, et al. The
impact of real-time audiovisual feedback and post-event debriefing: the
CPR quality improvement initiative. Resuscitation. 2014;85:S7. https://doi.org/
10.1016/j.resuscitation.2014.03.027.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Schluep et al. BMC Health Services Research          (2019) 19:333 Page 10 of 10
